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a  b  s  t  r  a  c  t
Switzerland’s  mandatory  health  insurance  system  provides  coverage  for a  standard  bene-
fits  package  for  all residents.  However,  adult  dental  care  is  covered  only  in case  of  accidents
and  inevitable  dental  illnesses,  while  routine  dental  care  is  almost  completely  financed
out-of-pocket.  In  general,  unmet  health  needs  in Switzerland  are low,  but  unmet  dental
needs are significant,  when  compared  with  other  countries  in  Europe.  Recent  popular  ini-
tiatives in  Switzerland  have  aimed  to  introduce  a mandatory  insurance  model  for  dental
care through  a mandatory  contribution  of  1% of  gross  salaries  toward  dental  care  insurance.
In three  cantons,  the  proposals  have  collected  the required  number  of  signatures  and  a  pub-
lic referendum  is  expected  to be  held  in  2017/2018.  If implemented,  the insurance  system  is
expected  to have  a  significant  impact  on  the  dental  profession,  dental  care  demand,  and  the
provision of dental  services.  The  contrasting  positions  of  stakeholders  for  and  against  the
reform  reflect  a  rare situation  in  which  dental  care  policy  issues  are  being  widely  discussedental care costs




at all  levels.  However,  such  a  discussion  is of crucial  relevance  not  only  for  Switzerland,  but
also  for  the whole  of  Europe,  which  has  significant  levels  of  unmet  needs  for dental  care,
especially  among  vulnerable  and  deprived  individuals,  and  new  solutions  to  expand  dental
care  coverage  are  required.
© 2017  The  Author(s).  Published  by  Elsevier  Ireland  Ltd.  This  is an  open  access  article
Y-NC-Nunder  the  CC  B This article has been made Open Access through funding by the Euro-
ean Observatory on Health Systems and Policies as part of its Health
ystems and Policy Monitor (www.hspm.org), an innovative platform that
rovides a detailed description of health systems and provides up to date
nformation on reforms and changes that are particularly policy relevant.
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168-8510/© 2017 The Author(s). Published by Elsevier Ireland Ltd. This is an ope
rg/licenses/by-nc-nd/4.0/).D  license  (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction
1.1. Background
Guaranteeing universal health coverage to all people
and communities is a primary goal worldwide [1]. How-
ever, the increasing needs of ageing societies are making
the goal particularly challenging, even in high-income
countries, and despite the fact that dental care is barely
taken into account in the reform of the healthcare sys-
tem. The financial burden of out-of-pocket dental care
expenditure has gained attention recently owing to its
n access article under the CC BY-NC-ND license (http://creativecommons.
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affordability and weight in household budgets. Irrespective
of the national healthcare system (National Health Service,
NHS, or Social Insurance Program, SI), dental care is cov-
ered by public insurance schemes in most OECD countries
[2]. However, as dental care is often covered at lower lev-
els than other healthcare services, vulnerable and deprived
populations in many countries experience considerable
access barriers to dental care. Previous studies show that
these barriers often cause children [3–5], special needs
individuals [6], elderly people [7], rural dwellers [8], the
homeless [9], and low-income individuals [10] to be largely
affected by oral diseases, such as dental cavities and peri-
odontitis. In addition, racial and ethnic minorities tend to
experience disparities in oral health status [11–13].
In this context, there has been heated debate in
Switzerland in the past 2 years concerning a reform pro-
posal to introduce compulsory dental care coverage. This
debate is particularly relevant for four main reasons: i)
according to the European Union Statistics on Income
and Living Conditions (EU-SILC), unmet dental needs in
Switzerland are higher than in several other European
countries; ii) routine dental care, such as caries and peri-
odontitis treatment, is almost completely excluded from
health insurance in Switzerland and the expenditure for
adult patients is almost totally out-of-pocket; iii) the pro-
posal’s financial plan is based on a novel tax plan for private
service provision; and iv) the effects of the reform, if imple-
mented, are not clearly identifiable a priori. This debate is
a rare situation in which dental care policy is discussed at
all levels and is of widespread interest for policymakers to
find new solutions.
1.2. Unmet dental care needs across europe
The EU-SILC data on the percentage of population self-
reporting unmet needs for medical or dental examination
or treatment across Europe support the fact that dental
care is often exclusive: 7.8% and 6.9% of EU-28 residents
suffered from unmet dental care and medical care needs,
respectively, in 2013. Of these people, the proportion who
declared suffering unmet needs due to cost barriers was
5.1% for dental care and 2.4% for medical care. A more
detailed comparison is provided in Fig. 1, which com-
pares the proportion of respondents with unmet healthcare
(plots on the left) and dental care (plots on the right) needs
of the EU-28 (box-plots) and Switzerland (black line) by
age group and income quantile. NHS countries are repre-
sented as shaded boxes while SI countries are represented
as white boxes, based on the Kravitz and Treasure [14] clas-
sification. If we consider medical examinations, SI countries
experience a higher average level of unmet needs for low-
income individuals (1st quintile) than do NHS countries
while there are no relevant differences for people of the
2nd–5th income quintiles. If we consider unmet dental care
needs, the biggest differences across countries are recorded
for middle-income people (3rd quantile): the average level
of unmet dental care needs indeed tends to be higher in
NHS countries compared to SI countries. The proportion of
people reporting unmet dental care needs is higher than the
corresponding proportion reporting unmet medical exam-
ination needs, particularly for low-income individuals (1st 121 (2017) 575–581
quintile). Switzerland represents an interesting case study:
compared with global percentages, Swiss residents exhib-
ited lower percentages for any age interval and income
group. However, for dental care (plots on the right), the
Swiss case is similar to other countries. Table 1 shows
statistics for the occupational status split on unmet (med-
ical and dental) needs for the 15 EU countries before the
2004 enlargement plus Iceland and Norway (UE–15 + 2).
As Eurostat provides only the EU-28 and EU-27 averages,
the average values of this set of countries were computed
as means of each country’s percentage of unmet needs
weighted for its overall population and size of each cat-
egory of residents (employed, unemployed, retired, and
other inactive) using Eurostat data. Swiss reporting unmet
dental needs represented 6.5% of total Swiss respondents,
and of these, 4.6% attributed this to cost barriers. This value
is in line with both the EU–15 + 2 and EU-28 averages, but
is higher than that recorded in several European coun-
tries, such as Finland, the UK, Germany, Luxemburg, and
Austria. In Switzerland, occupational status seems to be
strongly correlated to the level of self-reported unmet den-
tal needs: the level of unmet dental needs is equivalent to
both EU–15 + 2 and EU-28 countries’ averages for employed
individuals, but is significantly higher for the unemployed.
Around 21.2% of unemployed Swiss report unmet dental
needs because of economic reasons, which is one of the
highest in Europe.
A cantonal split for the level of unmet dental needs in
Switzerland allows us to evaluate different cantons and to
highlight the national heterogeneity of perceived unmet
dental needs. The overall percentage of households expe-
riencing unmet dental needs was 4.21% in 2014, according
to the Swiss Household Panel 2014 on 8532 households
[15]. This percentage is the highest recorded over the past
16 years (it was  2.98% in 2007). However, there are sev-
eral internal differences in the level of unmet needs across
cantons. Italian- and French-speaking cantons, including
those involved in referendum initiatives, are characterized
by higher levels of unmet needs, with Genève recording
the highest (6.44% in 2013 and around 11% in 2014), fol-
lowed, in 2013, by Vaud (5.33%), Ticino (4%), and Valais
(3.53%). Neuchâtel increased its level of unmet dental needs
from 3.18% in 2013–7.14% in 2014. Two  recent studies [5,7]
analyze problematic access to oral care in French-speaking
cantons. According to Guessous et al. [7], in Genève, the
prevalence of unmet dental care is highly dependent on
income level, and it is necessary to implement policies
to reduce unmet dental care among socio-economically
disadvantaged individuals. Conversely, German-speaking
cantons seem to experience lower levels of unmet needs;
in Zurich and Berne, the percentages of households declar-
ing that they experience unmet needs are below 3%. These
differences in the perceived level of unmet needs for den-
tal care can be explained firstly by differences in economic
conditions across Swiss cantons; indeed, German-speaking
cantons tend to record higher average income. In addi-
tion, it noteworthy that in the Swiss healthcare system,
decision-making powers are split among three levels of
government (i.e., confederation, cantons, and municipal-
ities) and cantons are responsible for setting eligibility
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ms; consequently, economically vulnerable patients have
ifferent levels of protection depending on the canton in
hich they reside. Since unmet needs are a self-reported
easure, tradition and perception can have a degree of
nfluence on the recorded cantonal differences.
. Swiss reform proposal
Over the past 2 years, interest in the Swiss health-
are system has increased owing to heated debate on
ossible reform of the current system. The Swiss health-
are system is particularly complex owing to sharing of
ecision-making powers among three different sets of
ig. 1. Population reporting unmet needs for medical or dental examination or t
nd  income quintile group (1st, 2nd, 3rd, 4th, and 5th), 2013 (% of population age
ote: Shaded box-plots are for NHS countries; white box-plots are for SI countrie
ource: Eurostat—online data codes: hlth silc 08, hlth silc 09. 121 (2017) 575–581 577
stakeholders: the three levels of government (i.e., confed-
eration, cantons, and municipalities), corporatist bodies
(including insurance companies and healthcare providers),
and Swiss citizens who can pervasively influence health
policy-making through veto and popular initiatives. On
September 28, 2014, 62% of Swiss voters rejected a referen-
dum to replace the current private Swiss healthcare system
based on 61 private insurers and one managed by the cen-
tral government. Nevertheless, the percentage of voters
who voted “yes” in the referendum increased compared
to previously (see [16] for a recent review). These results
highlight the increasing perceived need for a change in the
Swiss healthcare system, particularly in French-speaking
reatment by age class (16–24; 25–34; 35–44; 45–64; 65–74; 75+ years)
d 16 years or over).
s; the line profiles represent values for Switzerland.
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cantons, and this is relevant considering that Switzerland is
traditionally characterized by liberal values and a low level
of state intervention, and that Swiss are generally wealthy
and healthy citizens satisfied with their convenient and
efficient healthcare system [16].
Currently, adult routine dental treatment of caries
and periodontitis is excluded from Swiss social insurance
(except for costs generated by an accident or a serious
and unavoidable disease of the masticatory system or by
another serious illness or its aftermath), and private insur-
ance for dental care is generally prohibitive and partial.
Children’s teeth are checked free of charge annually by
school dentists and dental care is free for children in low-
income families. Consequently, three citizens’ initiatives
led by the Swiss Socialist Party recently have been taken
up in the cantons of Vaud (July 2014), Neuchâtel (August
2015), and Genève (July 2016) to vote for the introduction
of mandatory dental insurance, presumably in 2017/2018.
Similar initiatives are being prepared in other cantons.
A popular initiative is a form of direct democracy that
allows suggesting laws at federal, cantonal, and munici-
pal levels. Suggestions can be structured or generic, and
they represent powerful instruments since, if a valid num-
ber of signatures is collected, the federal, cantonal, or
municipal governments are forced to organize a vote or to
propose a direct counter-proposal to the initiative (usually
a more moderate proposal). If the initiative or the counter-
proposal were to be approved, the legislation should be
modified accordingly. Here, the promoters suggest financ-
ing the provision of compulsory dental insurance (which
should also finance coverage for about 2.76 million people
with no income, such as the unemployed, residents aged
14 years or less, and retired people) through a 1% income
contribution, equally divided between an employer (0.5%)
Table 1
Population reporting unmet needs due to cost barriers for medical or dental exam
16  years or over).
Country % of unmet needs due to barrier costs by occupational s
Medical examination or treatment 
TOT EMP  UNEMP RET OTH 
EU-28 2.4 1.5 5.2 2.9 3.0 
EU–15  + 2 1.8 1.3 4.6 1.6 2.5 
Switzerland 0.9 1.1 3.4 0.4 1.1 
Austria 0.3 0.2 0.4 0.3 0.6 
Belgium 1.8 1.1 7.2 0.9 3.0 
Denmark 0.2 0.2 1.7 0.1 0.1 
Finland 0.2 0.2 0.9 0.1 0.0 
France 2.1 1.9 6.6 1.4 2.5 
Germany 0.6 0.4 3.7 0.6 0.8 
Greece 7.9 5.3 10.8 9.3 8.7 
Ireland 2.3 2.6 3.5 0.6 1.9 
Italy  6.0 4.6 10.0 5.8 7.0 
Luxembourg 0.7 0.6 3.1 0.4 1.0 
Netherlands 0.1 0.1 0.4 0.0 0.1 
Portugal 2.4 2.1 4.7 1.8 2.7 
Spain  0.6 0.4 1.5 0.3 0.3 
Sweden 0.5 0.3 0.5 0.4 1.1 
United Kingdom 0.1 0.1 0.3 0.0 0.2 
Iceland 2.9 2.1 8.0 0.8 6.2 
Norway 0.2 0.2 5.8 0.2 0.2 
Source: Eurostat—online data codes: hlth silc 13, hlth silc 15
TOT = Total; EMP = Employed; UNEMP = Unemployed; RET = Retired; OTH = Other  121 (2017) 575–581
and employee (0.5%). This scheme is similar to the Assur-
ance Vieillesse et Survivants,  which is compulsory insurance
intended to cover the vital needs of an insured person in the
event of retirement and to support the pensions of widows
and widowers. However, there is no information on dental
services included in the new system, and thus, the initiative
must be intended as a proposal to provide universal dental
care financed with the aforementioned 1% wage contribu-
tions. Therefore, there is growing debate on the economic
sustainability of the reform and the ability to cover dental
services (Fig. 2).
3. Positions at stake
According to proponents of reform, after years of
improvement, the recent economic recession has wors-
ened dental hygiene for low-income people. In the current
system, dental care is dependent on financial capacity,
which is a barrier to equitable access. Low-income individ-
uals tend to be excluded from private care [7] and suffer
more often from dental problems, disregarding dental care
and regular check-ups because of poor oral health literacy
and costs [7,11,17]. Proponents underline the redistribu-
tive effect of the reform, which, for instance, would cover
dental care also for the unemployed, who suffer very high
prevalence of unmet dental care needs in Switzerland.
Furthermore, the choice of treatments and dentures is a
function of financial situation. For example, the choice to
have removable dentures is based on financial reasons
and plays an immediate role in quality of life and overall
health. Ignoring prevention may  lead to more severe future
problems, making it more expensive and complicated to
intervene and leading to overuse of complicated, invasive,
and expensive healthcare services. For example, delayed
ination or treatment by occupational status, 2013 (% of population aged
tatus
Dental examination or treatment
TOT EMP  UNEMP RET OTH
5.0 4.2 12.2 4.4 5.5
4.9 4.1 12.6 3.7 5.5
4.6 4.5 21.2 2.7 5.5
1.1 0.8 3.8 1.0 1.6
2.8 1.8 9.9 1.4 4.7
4.2 2.3 27.6 1.2 7.2
0.2 0.2 0.7 0.3 0.2
5.2 4.8 11.7 4.9 4.9
1.9 1.7 6.1 1.3 2.1
8.1 7.1 12.5 7.7 7.5
5.5 6.3 9.1 2.0 4.5
9.6 8.9 15.4 8.9 9.5
1.4 1.2 7.0 0.4 1.6
0.9 0.8 5.0 0.3 0.5
14.2 11.5 26.1 13.2 14.7
7.4 5.6 16.1 4.3 6.7
4.9 4.4 16.4 2.6 8.5
2.3 2.5 4.3 1.0 2.4
11.0 9.6 26.7 3.1 18.5
4.4 4.2 18.9 1.4 6.9
Inactive.
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ource: Our elaboration based on a review of newspapers websites (htt
he  initiative promoters website (http://initiativedentaire.ch) and pamph
reatment of cavities tends to be associated with later use of
mergency services [18–21]. In addition, poor dental health
s associated with respiratory diseases, cardiovascular dis-
ases, and diabetes [22–24]. Moreover, proponents argue
hat the inclusion of vulnerable patients, who are actually
lready mostly covered by cantonal social services, in an
nsurance system covering basic care could improve access,
educe medical prescriptions, and positively influence the
arly use of dental services, improving both overall health
tatus and fairness of the healthcare system [7].
However, not all parties agree on the benefits of extend-
ng dental insurance: some [e.g., 25] believe that an overly
enerous healthcare system might lead to service overuse
nd a less efficient healthcare system. Dentists’ associa-
ions and the Société Suisse des Médecins-Dentistes oppose
he proposal, arguing that similar insurance would remove
ental health responsibility from the majority of citizens,
hich is considered an inviolable principle in Switzerland.
n addition, a mandatory dental health system might boost
wiss expenditure and administrative costs, raise bureau-
racy, and increase inefficiencies, obliging patients to give
p current high standards of Swiss dental care and lead-
ng to soaring overall costs of dental medicine. Moreover,
 1% contribution might not sufficiently finance the new
cheme, and the decision to introduce additional wage
ontributions faces opposition from trade unions. Further-
ore, the increasing demand for dental care will cause a
hortage of dentists, which would probably lead to reduced
ime per patient and compromise service quality. This
ould be counterproductive from an economic perspec-
ive as using cheaper low-quality treatments might lead
o relapses, more frequent need for re-interventions, and
horter treatment durability [26]. Swiss dentists valued opponents.
.lematin.ch; http://www.arcinfo.ch; https://www.migrosmagazine.ch),
he Société Suisse des Médecins-Dentistes (https://www.sso.ch).
the importance of being independent from public author-
ity and believe that mandatory dental insurance would
reduce citizen’s independence. In addition, they claim that
measures to encourage prevention and responsibility are
already undertaken via a private scheme, offering, for
example, check-ups to youngsters at moderate prices or
for free. In addition, Swiss dentists insist that social insti-
tutions, such as school dental services and social dental
clinics, are already in place, offering dental treatment for
free or at an extremely reduced cost for children, special
needs individuals, elderly people, the homeless, and low-
income individuals.
4. Discussion
The WHO, through the third Sustainable Development
Goal (SDG), points to the importance of guaranteeing uni-
versal health coverage to all people and communities,
ensuring healthy lives, and promoting wellbeing for all at
all ages [1]. Whereas the healthcare system represents a
key point for policymaking, oral healthcare issues rarely
represent a priority for health policy agendas, as they are
not life-threatening [27,28]. However, they represent a sig-
nificant part of healthcare spending in Europe: current
EU-27 spending on oral health is approximately EUR 79
billion and is expected to increase to EUR 93 billion by
2020 owing to demographic change [29]. According to the
Swiss Federal Office of Statistics, the total cost of dental
care in 2014 was  CHF 4.1 billion or approximately CHF
490 per capita per month, representing around 20% of a
Swiss household’s health expenses [30]. Patients pay 90%
of all dental care costs, the rest being covered by social and
private insurance or other programs.
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Oral health should indeed be considered an integral
part of overall health as it is strongly connected to gen-
eral health status: poor oral health might be responsible
for other severe health problems (e.g., malnutrition, child-
hood speech problems, and infections) [28] and is linked
to reduced daily activities [31] and quality of life. In addi-
tion, poor oral health is responsible for spillover effects,
which affect the entire healthcare system in terms of costs.
The extent of the Swiss reform is not predictable given
the shortage of information on dental care services to
be financed by the 1% contribution, how they would be
provided, and how to avoid a moral hazard. Therefore,
the main difference between proponents and opponents
derives from a clear financing scheme for unspecified den-
tal care services.
Data available on Switzerland are not adequate to for-
mulate specific evidence-based policy suggestions; the
information available is based on the aforementioned self-
reported unmet dental care needs. It is noteworthy that it
might be inappropriate to seek the introduction of manda-
tory dental insurance based on self-reported unmet dental
needs only, because these might reflect subjective per-
ceptions influenced by socio-economic characteristics of
respondents and not by their objective dental health sta-
tus. Nonetheless, unmet needs for dental examinations in
Switzerland are much higher than those for medical exam-
inations and, in turn, are similar to unmet needs for dental
examinations in the majority of other European countries,
regardless of the presence, absence, or type of dental insur-
ance. Unmet needs for dental examinations and treatments
in Switzerland seem to be quite focused on unemployed
and low-income groups. This is in accordance with Gues-
sous et al. [7]. However, mandatory insurance for oral care
could cause a moral hazard for insured patients, who might
be induced to neglect their self-responsibility and reduce
their oral hygiene, thereby leading to increased costs for
curative treatment, which, in general, tends to be much
higher with respect to prevention and prophylaxis. In addi-
tion, excess demand by the insured might exceed, at least in
the short term, the capacity of Swiss dentist supply, with an
overall loss in care quality. These issues might be even more
problematic if the extension of dental insurance starts to
interest the most populated cantons (e.g., Zurich and Bern);
in this case, the impact on demand and supply would be
even higher. Nevertheless, the abovementioned effects of
socio-demographic characteristics on dental needs suggest
that the sole increase in prevention through periodic and
maybe compulsory and free check-ups might not be suffi-
cient to contain possible excess demand for advanced (and
costly) dental care.
5. Conclusions
This debate on Swiss dental reform is important if we
consider there is no similar international experience and
that, according to EU-SILC data, almost 8% of Europeans
report experiencing unmet dental care needs, but only
a minority of countries have considered reforming their
current systems to improve access to oral care (e.g., the
UK in 2006 [32]). Generally, recent European initiatives
have been addressed to promote prevention, especially 121 (2017) 575–581
among children and adolescents. Personal responsibility
and lifestyle are indeed key factors to improve people’s oral
health; risk factors for oral diseases include unhealthy diet,
tobacco use, harmful alcohol use, and poor oral hygiene.
Thus, prevention policies and informative campaigns can
be sufficient to improve people’s oral status significantly.
For example, England is moving in this direction through
the adoption of an evidence-based toolkit that guides den-
tal teams in giving advice to their patients with the aim of
ensuring the prevention of oral diseases [33].
Other European countries have followed the so-called
non-operative caries treatment and prevention (NOCTP)
method, often referred to as the Nexö method, in address-
ing prevention policies for children and adolescents under
the age of 18 years and have found a positive long-term
effect on caries prevention [34,35]. The NOCTP method is
based on three pillars: education of parents, children, and
adolescents for understanding dental caries as a localized
disease; intensive training in home-based plaque control;
and early professional non-operative intervention. Among
others, the Dental Service School in Denmark currently
screens 33,000 children while the Nexö program has sig-
nificantly reduced carious lesions [36]. Consequently, we
believe that reinforcement of prevention aimed at the non-
appearance of the dental illness should be a preferred
initiative over treatment of the illness itself. The costs of
such action would be significantly lower than the den-
tal insurance initiative, because this system specifically
would target the at-risk group of patients and primar-
ily would work with prophylaxis assistants. In addition,
expanding the number of people with access to social
insurance programs might be a viable and cheap way
to guarantee preventive and prophylaxis treatment for a
larger share of adults. The additional resources for this
counter-proposal would be CHF 1.0–1.5 million per year
and could be financed by a tax on soft drinks, fruit juices,
and energy drinks as well as a small increase in taxes on
tobacco.
The oral health status of individuals should be a prior-
ity for policymakers aiming to improve citizens’ well-being
and contain expenditure. Therefore, the current Swiss
debate could become a starting point for a wider European
debate focusing on the introduction of alternative dental
care systems that could improve access without incentiviz-
ing the moral hazard of insured patients.
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